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leagues, 9 in adult patients, applied sterile laparotomy 
dressings in the mediastinum and covered the dressings 
with Steri-Drape plastic film (3M Company, St. Paul, 
Minn.). 
I want to report a modification of the latter technique, 
namely, covering of the sternotomy wound with Steri- 
Drape film only. In cases of severe edema of the heart or 
paracardiac structures, a sternal retractor is left in place. 
Continuous irrigation of the mediastinum with povidone- 
iodine (Betadine; Purdue Frederick Compar~y, Norwalk, 
Conn.) or bacitracin can be performed with substernal 
irrigation catheters and mediastinal drainage tubes. In 
case of intractable bleeding, the pericardial space and 
mediastinum initially can be packed with sterile gauzes or 
laparotomy pads, which can be removed later as the 
bleeding subsides. I have applied this technique in seven 
neonates and infants with severe cardiac edema who had 
undergone repair of complex congenital cardiac lesions. 
Delayed closure of the sternum was successfully per- 
formed after 2 to 5 days. All patients urvived and none 
had mediastinitis or wound infection. 
The main advantages of this technique are as follows: 
(1) The translucent Steri-Drape film allows continuous 
assessment of size and functional recovery of the heart; 
accordingly, it allows secondary sternal closure in a timely 
fashion; (2) maximal expansion of the pericardial and 
mediastinal space is obtained by leaving the sternal retrac- 
tor in place; this cannot be achieved consistently wi[h a 
technique that involves kin closure or even patch closure; 
and (3) ease of performance. The Steri-Drape film can be 
replaced under sterile conditions in the intensive care unit 
as needed. 
Jacques A. M. van Son, MD 
Department of Cardiothoracic Surgery 
UCSF 
San Francisco, CA 94143-0118 
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Infections and pathologic factors in the 
donor lung 
To the Editor: 
We read with interest he article by Low and associ- 
ates, atitled, "The Donor Lung: Infectious and Pathologic: 
Factors Affecting Outcome in Lung Transplantation." We.. 
disagree with a number of the points made in the discus-. 
sion of the article. Low and associates correctly stated that 
we treat lung donors with intravenous and aerosolized 
antibiotics to decrease the prevalence of early bacterial 
pneumonia in the recipient of lung allografts. This ap-- 
proach is based on experimental data that demonstrate a 
decreased incidence of pneumonia in the recipient when 
contaminated donor lungs are treated with this antibiotic 
combination. 2 Low and colleagues incorrectly stated that 
after this regimen was initiated, intrathoracic infection 
developed in 16 of 37 recipients. This was the incidence of 
intrathoracic infection in our recipients before this regi- 
men was begun. Since we began treating our recipients 
with combined intravenous and aerosolized antibiotics we 
have noted a significant decrease in the incidence of early 
intrathoracic infection and, in particular, a decreased 
incidence of early bacterial pneumonia. From 1991 to 
1993 inclusive, early bacterial pneumonia developed in 11 
of 187 recipients (5.9%). In 1993, early bacterial pneumo- 
nia developed in one of 68 recipients (1.5%). 
The authors also hypothesize: "Treatment of the do- 
nors before lung retrieval may temporarily suppress tra- 
cheobronchial flora and make the assessment of signifi- 
cant infection at the time of harvest more subject to 
error." This is not true because appropriate cultures can 
be taken before donor antibiotic therapy is begun. 
We also disagree with the statement: "Proof of invasive 
infection in donor lungs indicates the need for expedient 
and specific treatment to avoid progression of the infec- 
tious process after implantation." We believe that the 
presence of invasive infection in a donor lung should be a 
contraindication to the use of those lungs for transplan- 
tation. Indeed, in Low's series, pneumonia developed in 
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all four recipients who received lungs from donors that 
had histologic evidence of pneumonia. 
Robert D. Dowling, MD 
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Modified Senning operation for cavopulmonary 
connection with autologous tissue 
To the Editor: 
Van de Wal, Tanke, and Roef a described a modified 
technique of total cavopul~nonary connection. I am not 
sure why the authors call this a modification of the 
Senning technique because the flaps described in their 
paper are different from the ones used in Senning's 
procedure. Their flaps are actually reversed. The tech- 
nique of transecting the superior vena cava close to the 
right atrium (van de Wal, Tanke, and Roef, 1 Fig. 1, G) is 
potentially dangerous and may be a cause of the rhythm 
disturbances that the authors observed. The incidence of 
pleural effusions (77%) is high, and the authors do not 
mention fenestration i  the pathway or creation of an 
adjustable atrial septal defect, which can considerably 
reduce the incidence of both pleural and pericardial 
effusions. 
The principle of the technique described by the authors 
was suggested by Milo and colleagues 2 in 1980. It was also 
proposed by Fantidis and colleagues. 3 We have been using 
total cavopulmonary connection with atrial flaps since 
1988, 4 and others have published their experience. 5' 6 
J. Stark, FRCS 
Great Ormond Street Hospital 
London, United Kingdom 
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